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Abstract
Precut papillotomy is a technique that allows access to the bile duct and is mainly performed when previous attempts to
cannulate with standard catheters of sphincterotomes have failed. It is a complex technique that requires expertise and
careful patient selection. Many experts recommend placement of a pancreatic stent before the incision of the papilla in
order to perform the procedure, which helps to avoid injury and post-endoscopic retrograde cholangiopancreatography
pancreatitis. This article is part of an expert video encyclopedia.
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Video Related to this Article
Technique
Precut papillotomy with pancreatic stent placement and access
to bile duct with guidewire and further sphincterotomy.
Materials
• Endoscope: Olympus TJF 160R duodenoscope, Olympus,
Tokyo, Japan.
• Needle-knife papillotome: Olympus (Iso-Tome), Tokyo,
Japan.
• Sphincterotome: Fusion Omni-Tome; Wilson Cook Med-
ical, Limerick Ireland.
• Guidewire: Boston Scientiﬁc 0.0035, Jagwire; Boston
Scientiﬁc Corp., Natick, MA, USA.
Background and Procedure
Precut papillotomy is a technique used to gain access to the
bile duct, which is mainly used when prior attempts to can-
nulate have failed. The precut technique consists of an incision
made on the papilla before free cannulation and/or guidewire
cannulation. There are several precut procedures, including
the freehand, ﬁstulotomy, transpancreatic, and freehand over a
pancreatic stent technique. In this article the authors have
described the freehand over a pancreatic stent technique.
The procedure is complex and must be performed by an
expert in endoscopic retrograde cholangiopancreatography
(ERCP). Some consider its use controversial as there is an
increased risk of complications such as pancreatitis and per-
foration. Therefore, before performing a precut papillotomy
the endoscopist needs to consider its appropriateness and real
need for the procedure, as other options for accessing the bile
duct, such as endoscopic ultrasound (EUS)-guided rendezvous
technique, percutaneous transhepatic cholangiography, sur-
gery, or repeat ERCP are widely available in most centers.
The technique is performed with a needle-knife papillo-
tome, in which a thin wire that exits the catheter is used to
incise the papilla in an upward direction beginning at the
oriﬁce. The authors recommend placement of a pancreatic
stent beforehand as it helps as a guide to perform the cut. In
addition it also protects the pancreas from needle injury and
maintains pancreatic drainage during and after the procedure,
which prevents post-ERCP pancreatitis.
Once the endoscope is in position to cut (as seen in the
video), the use of the elevator moving upward toward the
papilla with the needle-knife is avoided, because there is a risk
that the needle may go in very deep. Once the wire is exposed,
the elevator is kept in still in the up position. The dials are
used to move the tip of the needle upwards and over a pan-
creatic stent as this allows a more controlled incision. The tip
of the needle-knife is placed at the oriﬁce of the papilla and
the cut is performed cephalad by using the dials. The small
dial is usually turned to the right and adjusted to face the
papilla so that the cut can be directed toward the 11–12
o’clock position. The tip of the needle should be placed on top
of the pancreatic stent. Afterwards the duodenoscope is
pushed back slowly and the large dial moved slightly upward
lifting the papilla.
At this point the cut is performed with standard blended
electrocautery (Endocut mode – ERBE system) current with
small strokes on the pedal so that the initial incision is made
and is less than 4–5-mm long. After this ﬁrst cut, the needle is
pulled back and assessment of the area is made. If there is
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outﬂow of bile, then a guidewire can be advanced into the
oriﬁce. If there is no ﬂow of bile or any area of yellow/greenish
discoloration, then a second, deeper incision should be made.
This cut is slowly made until bile ﬂows out or the ﬁrst trans-
verse fold is seen. The incision is again inspected to look for
bile ﬂow. If bile is seen, the needle-knife cannula with a pre-
loaded wire or a sphincterotome with preloaded wire is ad-
vanced and probed gently in the oriﬁce in order to gain access.
The authors prefer placing the tip of the cannula at the oriﬁce
and probe with the tip of the guidewire. Once access is secured
with a guidewire and the bile duct is conﬁrmed with contrast,
a sphincterotomy can be completed with a conventional, pull-
type papillotome, as demonstrated in the video.
Key Learning Points/Tips and Tricks
• Use a pancreatic stent before cutting (i.e., 5 F 3 cm).
• Practice the cut moving the dials back and forth before
pulling out the needle.
• Once the needle is out, hook it at the tip of the oriﬁce and
over the pancreatic stent.
• Use a cephalad direction toward 11–12 o’clock position.
• Use small superﬁcial cuts and cut less than 4-mm long,
then reassess.
• After bile is seen, use the sphincterotome with a preloaded
guidewire to gain access.
Complications
The most common complication is post-ERCP pancreatitis,
and several studies have shown that it may occur in 2–30% of
precuts, which is higher than that of standard sphincterotomy.
Several studies have shown that precut papillotomy is an in-
dependent risk factor for post-ERCP pancreatitis and
perforation.
Alternatives
• EUS-guided rendezvous technique.
• Percutaneous transhepatic cholangiography.
• Laparoscopic surgery with bile duct exploration.
• Repeat ERCP 1 week after failed cannulation.
Scripted Voiceover
00:00 This is a 58-year-old woman, post liver transplantation, who
presented to hospital with low-grade fever, jaundice,
cholestasis, and mild elevation of transaminases. An
abdominal ultrasound revealed common bile duct stones,
so an ERCP was performed. Despite multiple attempts, a
deep cannulation of the bile duct with two different
sphincterotomes and guidewires could not be performed.
Therefore, a guidewire was advanced in the pancreatic
duct and a 5 F 3 cm stent was placed in order to
perform a precut of the papilla.
00:15 A needle knife can be seen and the direction of the cut is
assessed by carefully placing the needle at the oriﬁce of
the papilla over the pancreatic stent. The pancreatic stent
not only helps as a guide to perform the cut, but also
protects the pancreas from needle injury and maintains
pancreatic drainage during and after the procedure. After
assessing the papilla, ;the best location at the 11 o’clock
position is chosen for the precut.
00:29 An incision is performed by placing the needle at the oriﬁce
and over the stent and extending cephalad. The needle is
slowly advanced upwards with minimal pressure over the
mucosa. As shown here, this is the ﬁrst cut.
00:37 The incision site is inspected and no bile or blood comes
out. At this point the area previously cut is probed with the
needle and closely examined.
00:51 After this step, a second cut can be performed. The incision
is slowly performed in the same direction, but this time
deeper, in order to expose the bile duct. After this incision
the area is examined again and a dark yellow area is
seen at the apex of the cut. This indicates the bile duct,
so at this point the needle knife is removed and a
sphincterotome with a guidewire can be used to cannulate.
1:04 A triple lumen sphincterotome with a 0.035 guidewire is
advanced and pointed towards the apex of the precut at
the 11 o’clock position. It is gently probed and then
advanced. Here it pops in the duct and afterwards the
guidewire is advanced without any resistance.
1:19 At this point the guidewire is in the bile duct and is
conﬁrmed with ﬂuoroscopy. The tip of the guidewire is in
the right intrahepatic duct and injection of contrast
conﬁrms ﬁlling of the common bile duct.
1:29 The sphincterotome is pulled back into the duodenum in
order to expose the guidewire and expand the precut. As
shown, the sphincterotome is pulled back and forth in
order to get into position for sphincterotomy.
1:50 A sphincterotomy is successfully performed and bile gushes
out afterwards.
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